At the age of thirty, with no relevant training, Langdon Down was appointed medical superintendent at Earlswood Asylum for Idiots, at Redhill, in Surrey. Earlswood had been severely criticized by the Commissioners in Lunacy who, interestingly, used to pay unannounced visits; as a result the superintendent had resigned.
Langdon Down reorganized the administration of the institution and initiated a regimen of good food, stimulation and occupational training; physical restraint and corporal punishment were not allowed. In addition to his duties as superintendent he kept detailed records of his patients, photographed them and measured their skulls. He carried out postmortems in most of the fatal cases.
After ten years at Earlswood Langdon Down resigned over a disagreement with the Board. He bought the White House in Hampton Wick, which he renamed Normansfield. There he continued his enlightened policies; attention was paid to coordination of the tongue and mouth; each resident had a daily bath, and smoking was not allowed in the house or grounds. Some of his treatments now sound bizarre: a boy aged nine was reported to masturbate twenty times a day; Langdon Down prescribed ablution of his genitals with iced water (how many times a day?) and the boy was discharged 'recovered' one year later.
Langdon Down's ideas on management were influenced by three men John Connolly, superintendent of the Hanwell Asylum and a pioneer of humane treatment of the insane, and two French physicians Edouard Segguin and Benedict Morel. Seguin developed 'moral treatment' based on non-restraint and exercises to develop motor control. Morel believed that the human races were distinct species and classified them in a hierarchy according to their degree of civilization (i.e. their approximation to the modes and mores of Western European countries). Langdon Down developed this idea with a classification according to facial appearance and the shape of the skull (fortunately Franz Josef Gall's phrenology had been discredited some sixty years previously)-Caucasian (the majority), Ethiopian, Mongolian, and Aztec. This implied a reversion or degeneration into a more primitive human type. He later abandoned the classification, retaining only Mongolian, which he described as a specific condition in 1866. Langdon Down was clear that the Mongoloid condition was a congenital one and laid stress on a tuberculous family history. He noted a disparity between parental ages but failed to see the significance of advanced maternal age.
Professor Conor Ward draws attention to the fact that Langdon Down was the first to publish a description of what he termed 'polysarcia' now known as the Prader-Willi syndrome. In 1887 Langdon Down was invited to give three Lettsomian Lectures at the Medical Society of London; these with other papers, were published by the British Medical Journal in the same year. They were republished in 1990. Budapest: Acad6miae Kiad6, 1998 A visitor to a recent exhibition of contemporary art in London was overheard to say, 'You don't have to be mad to be an artist, but obviously it helps'. This cynical remark contains more than a grain of truth. After all, any expression of art is in essence an exploration of human imaginings, and such imaginings can be considered, by somewhat arbitrary standards, either 'normal' (sane) or 'abnormal' (mad), with a large indeterminate area between. What confuses the issue further is that technical skill per se is not unduly affected by the ravages of mental illness so that, given the opportunities, artists can still produce 'mad' work with consummate skill. For example, Chaim Soutine (1893 Soutine ( -1943 , a leading representative of French Expressionism, was patently mad; and so, from time to time, was Vincent Van Gogh (1853-1890), the most powerful influence in the same French movement and the greatest Dutch painter since Rembrandt: his tormented struggle with insanity finally ended in suicide. Nearer home, Richard Dadd (1817-1886) continued to produce his exquisite 'fairy paintings' whilst incarcerated in lunatic asylums, first in Bethlem and then in Broadmoor, where he died.
Despite all the attendant ambiguities, or perhaps because of them, the relation between art and mental illness has always intrigued scholars, and of late interest has been gathering momentum. Evidence to this effect is to be seen in the valuable bibliography published as an appendix to Irene Jakab's elegantly produced and beautifully illustrated book. This details over 300 publications, more than 20 of which are credited to Professor Jakab herself, as sole or joint author. What is particularly striking is that by far the majority of listed publications were written after 1950 and at least 45 in the past decade.
Professor Jakab is obviously a pioneer and an expert. An academic psychiatrist, she has held posts in her native Hungary and at the University of Pittsburgh and now teaches at Harvard Medical School. In Pictorial Expression in Psychiatry she offers a clear account of the diagnostic value of psychotic painting, emphasizing the characteristics of the major functional psychoses. In the schizophrenias she highlights the frequency of stereotopies, symbolism and perseveration and the inaccuracy, or lack, of perspective. Commonly the works display bizarre distortions of reality reminiscent of the paintings by children or primitive peoples. By contrast, in manic painting the predominant features are, first, flight of ideas resulting in a superficiality of the content of the picture, and, secondly, the use of garish contrasting colours producing a shocking lack of harmony.
Professor Jakab also discusses the value of paintings as a prognostic tool. She vividly illustrates her thesis in Case 16.
The patient in point is a talented schizophrenic youth who, in the longitudinal course of fourteen paintings, reflects the disintegration and reintegration of the phases of his psychosis.
What Professor Jakab has not dealt with, except tangentially, is progress with art therapy. Perhaps we in Britain have (or had) the edge on our American cousins: an art therapy department was central to the therapeutic programmes of all progressive mental hospitals-until the politicians put paid to it and them. Through the wound, a portion of lung protruded as did the stomach which showed a puncture large enough to receive his forefinger. The young St Martin, with his excellent constitution, survived the incident, and after a lengthy convalescence recovered perfectly except for one notable defect: his stomach wound would not close. St Martin placed a compress over the hole while eating, but ate and digested normally. In 1825, Beaumont realized that he could study the process of digestion by looking into St Martin's stomach. The experiments went on uintermittently for about 8 years, with interruptions caused by St Martin's return to Canada.
Beaumont, who had learned medicine through an apprenticeship and lacked formal training, made an extraordinary contribution to gastric physiology. His classic work Experiments and Observations on the gastric juice and the Physiology of Digestion, was published at his own expense in 1833.
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